Abstract: Introduction: Occipital lobe epilepsies are rarely met in clinical practice, but when they occur, they can be misdiagnosed as migraine-like headache. Their prevalence ranges from 5% to 10% of all epilepsies. Seizures can occur at any age; etiologically speaking they can be symptomatic, cryptogenic and idiopathic (most often onsetis in childhood). Clinical symptomatology is manifested by partial epileptic seizures in the sense of visual elementary and/or complex manifestations, palinopsia, amaurosis, tonic head deviation, bulbus, nistagmus and headache. Propagation discharge to neighbour areas (temporal, parietal and frontal) is a frequent occurrence appearing with complex partial seizures frequently finishing with secondary generalized tonic-clonic (GTC) seizures. Case report: We are presenting a17-year-old male patient who has suffered from attacks of visual problems with headache since 10 years of age. All the time it is treated as a migraine headache. During the last attack of headache the patient also had a loss of consciousness, EEG that was performed for the first time evidenced epileptic discharges of the occipital area.The therapy also included treatment with antiepileptic drug pregabalin resulting in seizure withdrawal.
INTRODUCTION
Epilepsies with seizures generated from the occipital lobe (occipital epilepsies) represent a rare clinical manifestation. Their prevalence rates from 5%-10% of all epilepsies (1) . Etiologically speaking they can be symptomatic, cryptogenic occurring in all ages, and idiopathic that as a rule occur in childhood (1) . Seizures are the most often simple partial, while the occurrence of complex seizures is frequently the sign of extra-occipital propagation discharges (temporal, parietal or frontal lobe). A short duration of seizures lasting from a few seconds to one minute and sometimes even three minutes is characteristic, but very rarely longer. Seizures occur frequently, sometimes every day. Clinical semiology of seizures involves visual and oculomotor symptoms. Visual symptomatology is predominated by elementary, rarely complex visual hallucinations, illusions, palinopsia and amaurosis. Visual hallucinations often appear in the form of small colorful circles that move within the visual field or are rarely shining and of twinkling pulsating lights (2) . Elementary visual hallucinations are often followed by oculomotor symptoms with a contralateral tonic deviation of the eyes and head, and epileptic nistagmus with pulsating movements. Headache is often associated with seizures deriving from the occipital area that can be ictal or postictal and often has migraine characteristics. Visual hallucinations are the key symptom that suggests the occipital focus. If the visual symptoms are not expressed, semiology of seizures and standard EEG can be often the cause of misdiagnosed type of epilepsy, because they express more the propagation discharge and less initial locality (3) . The occurrence of ictal discharge propagation to neighbor areas is very frequent in symptomatic etiology, but very rare in idiopathic etiology (3) . Spreading of seizures can lead to the occurrence of complex partial seizures (temporal and frontal lobes), hemiclonic and GTC seizures. Epileptic seizures of the occipital lobe occur more frequently in the awake than in the sleeping state, the interictal EEG shows occipital spikes and/or the spike-and-wave complex in 57% of cases, unilaterally or bilaterally (4 (5, 6). Migraine (hemicrania) is a vascular, unilateral, gradual, most often throbbing and pulsating headache followed by vomiting, photophobia and phonophobia, and which is of various duration ranging from 4-72 hours.
Migraine is most frequently a neurological disease with the prevalence of 6%-16%. Two major clinical types are migraine without aura (80%) and migraine with aura (20%) (7, 8) . The migraine aura is most often expressed by twinkling lights, scotomes, including black-and-white zig-zag lines or amaurosis in duration of 15-60 minutes that is followed by headache. Migraine, and particularly a migraine with aura, is frequently difficult to differentiate from the epilepsy of the occipital lobe due to their similar clinical symptomatology (9, 10).
CASE REPORT
We present a 17-year male patient born at term and with normal early psychomotor development, without data on hereditary epilepsy, and who had attacks of short-lasting visual problems (shiny color spots, poor vision or complete loss of vision followed by unilateral back head headache. Seizures occurred 2-3 times per week with associated headache of various duration, 1/2-4 hours, and sometimes longer. Standard biochemical and biohumoral laboratory analyses of blood and urine were performed, as well as neurological and ophthalmological examination, CT and MRI that were within the range of normal referent values. Having all this in mind, the diagnosis of migraine with aura was made. All the time the patient was treated with standard antimigraine medications (sumatripan, pizotiphen, propanolol, naproxen, aspirin) but without significant therapeutic effects. It was at this point of time, when during headache loss of consciousness occurred (GTK seizure), that the first EEG was done which showed epileptic discharges of the occipital area (1-3 seconds unilateral spike and spike -wave discharge), apropos occipital epilepsy. The treatment also included antiepileptic pregabalin (150 mg + 0 + 150 mg), resulting in complete remission seizures.
DISCUSSION
Epilepsies of the occipital lobe are a typical representation of focal epilepsies that are characterized by ictal aura (subjective ictal phenomenon) with predominant visual symptomatology associated with headache. The specificity of occipital epilepsies is elementary visual hallucinations in the form of small multicolor moving circles that increase and multiply, their rapid occurrence and short duration from a few seconds to 3-4 minutes (1, 5) . Beside the short-lasting visual aura attacks, occipital epilepsies are characterized by ictal or postictal migraine triggered headache (unilateral or bilateral, pulsating, nausea) that is various in duration, lasting from several minutes to several hours or longer. Identical clinical symptomatology can be also seen in migraines with aura, with the migraine aura developing slowly, lasting longer (³ 5 minutes) and is mostly followed by colorless visual symptoms in the sense of black-and-white zig-zag lines or scotoma. Migraine headache follows the migraine aura mostly lasting 4-72 hours (7, 8) . Migraine and occipital epilepsies have a paroxysmal beginning and a great number of common symptoms that often creates a problem of their diagnostic differentiation. Therefore, in practice it is quite frequent that epilepsy of the occipital lobe is to be proclaimed as a migraine with aura, and more rarely the opposite. These diagnostics mistakes are not rare and can be found in numerous reports by many authors (5, 6) . Although the visual aura and headache have their specificities both in the speed of their development and the time of duration, they cannot be often significant parametric differentiating factors between epilepsy and migraine (8) . The thing, that can clearly differentiate occipital epilepsies from migraine is the manifestation of ictal oculomotor symptomatology in the sense of the deviation of the head, eyes, nistagmus or hemiconvulsions, GTC seizures and EEG epileptic discharges (5) . EEG is the main and irreplaceable diagnostic test for disorders which in occipital epilepsies interictally often register unilateral and/or bilateral occipital epileptic discharges in the appearance of spike and/or spike-and-waves. Therefore, it is necessary to perform EEG in all atypical, persistent headaches, migraine that does not react to standard analgesics and antimigraine medications. In migraines EEG most often shows unspecific, non-epileptiform changes, however if specific grapho-elements are registered it is clear that there is the presence of epileptic headache (7, 8) . The term "migralepsy", which is still used today in the terminology of headaches, and indicates the epileptic seizure during or after the migraine aura, is increasingly often changed by the term epileptic headachehemicrania epileptic, which suggests that the headache is, for example, primarily of epileptic and not of migraine etiology (6, 11) . Headaches are often nonspecific clinical manifestations of epilepsy; they frequently develop as the result of general organism and brain fatigue after GTC seizure. In relation to the epileptic seizure, in epilepsies headaches are classified as preictal (prodrom seizures), ictal, postictal and interictal (10, 11) . In the epilepsies of the occipital lobe, headache is a frequent manifestation showing characteristic of seizures; inctalare of shorter duration, while the postictal last longer and have the characteristics of migraine. Investigations have shown that migraine and epilepsy use common pathophysiological mechanisms and genetic factors which make them clinically similar and diagnostically difficult to differentiate (12). It is clear that the onset of the occipital lobe epilepsy is not essentially different from the migraine with aura, however other clinical manifestations, EEG, CT and MRI findings and response to drug treatmentcan be of significant help in the differentiation between epilepsy and migraine. Our case report also confirms that epileptic seizures (epilepsy of the occipital lobe) are frequently misdiagnosed as migraine. Beside the frequent practice of epileptic seizures being pronounced as an epileptic seizure (event) there are also the opposite situations. About 20% -30% of cases that are hospitalized in the specialized institutions for epilepsy do not have epilepsy, and instead have an epileptic seizure, mostly in the form of a syncope, vertigo, transitory ischemic attack, migraine, parasomnia, dyskinesia or psychogenic nonepileptic seizure (13, 14, 15) .
CONCLUSIONS
Clinical occurrence of visual symptoms and the associated headaches are more frequently qualified as migraine triggered headache. However, if the migraine therapy does not yield favorable results it is also necessary to suspect epilepsy of the occipital lobe. The epilepsy of the occipital lobe often leads to a diagnostic dilemma due to clinical manifestations which are similar to non-migraine type of headache. Visual symptomatology and headache characterize both clinical entities. However, the knowledge of further symptomatology with the application of the necessary examination protocol (EEG, MRI) considerably helps in their diagnostic differentiation and exact diagnosis.
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There were no external funding source for this study. Uvod: Epilepsije okcipitalnog re`nja se retko sre}u u klini~koj praksi, a kada se pojave mogu biti pogre{no dijagnostikovane kao migrenska glavobolja. Prevalencija im se kre}e od 5% do 10% svih epilepsija. Napadi se mogu javiti u svakom uzrastu, a etiolo{ki mogu biti simptomatske, kriptogene i idiopatske (naje{~i po~etak u detinjstvu). Klini~ka simptomatologija se manifestuje parcijalnim epilepti~kim napadima u smislu vizuelnih elementarnih i/ili slo`enih halucinacija, palinopsije, amauroze, toni~ne devijacije glave, bulbusa, nistagmusa i glavobolje. Propagacija pra`njenja na susedne regione (temporalni, parijetalni i frontalni) je~esta pojava, pri~emu dolazi do slo`enih parcijalnih napada koji se~esto zavr{e sekundarnim GTK napadima. Prikaz bolesnika: Prikazali smo mu{kog pacijenta, uzrasta od 17 godina, koji od svoje 10. godine ima napade vizuelnih smetnji sa glavoboljom. Sve vreme tertian je kao migrenska glavobolja. Kada je tokom poslednjeg napada glavobolje imao i gubitak svesti ura|en je prvi put EEG snimak koji je ukazao na epilepti~ka pra`njenja okcipitalnih regiona. U terapiju je uklju~en antiepileptic pregabalin i napadi su prestali. Zaklju~ak: Pojava vizuelnih simptoma sa prate}om glavoboljom se naj~e{}e kvalifikuje kao migrenska glavobolja. Me|utim, kada antimigrenska terapija ne daje povoljne rezultate, potrebno je posumnjati i na epilepti~ku glavobolju uz neophodno EEG snimanje. Epilepsije okcipitalnog re`nja~esto prave dijagnosti~ke dileme zbog klini~kih manifestacija koje su sli~ne migrenskoj glavobolji.
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